Lichenoid Dermatitis Observation of Two Hundred Cases from the Dermatology Section, Medical Branch, DeWitt General Hospital, Auburn California by Bereston, Eugene S.
LICHENOID DERMATITIS
OBSERVATION OF Two HUNDRED CASES FROM THE DERMATOLOGY SECTION,
MEDICAL BRANCH, DEWITT GENERAL HOSPITAL, AUBURN CALIFORNIA
EUGENE S. BERESTON,* MAJOR, MC, AtIS
Baltimore, Maryland
Early in the Pacific War there was observed among Service personnel sta-
tioned in New Guinea (Papua) and its nearby island approaches a large and
increasing number of what appeared in some cases to be lichen planus (1) and in
others an eczematoid type of dermatitis. Some of these cases became generalized
and severe, some developed exfoliative dermatitis, and death resulted in a few
instances. As the war in the South Pacific progressed, and larger numbers of
troops came to the New Guinea area, and to other malarial areas, where atabrine
was used prophylactically, the number of cases increased markedly, and the
"jungle rot," as it was popularly called by the troops, became the subject of con-
siderable discussion among all medical officers stationed in the South Pacific
theatre, as well as those seeing the patients in general hospitals in the United
States. At first, efforts were made to treat these cases in the South Pacific by
conventional methods of dermatological care. Some of the cases responded, but
many became worse while under treatment. Others improved for a time under
treatment, but soon relapsed. The treatments employed included the types of
dermatological therapy in general use. Despite this, many cases became gen-
eralized, and in some instances, death ensued. As the number of cases increased,
investigations to find the cause of this condition were launched. The results of
these investigations will be discussed later.
In order to obtain information about the onset, environment, course, treat-
ment and progress of these cases, a questionnaire was formulated at this Army
hospital. With the admission of each case the questionnaire was completed
in regard to the past history, using data obtained from the overseas hospital
records and by questioning the patient. The course and final disposition were
filled in when the patient left the hospital. The questionnaire embraced the
following:
A. Previous history
(1) Date of arrival in the South Pacific; date of onset of skin lesions; date of initial
hospitalization; date of arrival at this hospital.
(2) Description of skin lesions, their onset, type, location, development, present dis-
tribution and duration.
(3) Diet overseas; type of rations, and dehydrated foods; amount of fresh foods.
(4) General physical condition, including history of dysentery, malaria and other
tropical diseases, secondary infection of the dermatitis, presence of fever and edema
weight loss.
(5) Abnormal laboratory findings.
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(6) Treatment received, local and internal.
(7) Atabrine therapy, duration, dose, cessation.
B. Present status
(1) Extent and type of skin lesions.
(2) Present weight and weight loss to date.
(3) Presence of secondary infection and edema.
(4) Abnormal laboratory findings.
(5) Treatment, external and internal.
C. Course in hospital
(1) Evaluation of skin lesions.
(2) Length of treatment.
(3) General condition and weight gain.
(4) Condition on discharge and date of discharge.
In a period of 18 months, 200 such questionnaires were completed at this
hospital, and the information gained from them forms the basis of this paper.
All cases were photographed both in black and white and in color before treat-
ment and just before discharge. Biopsies were performed on fifty-one of the two
hundred cases.
The usual onset of lichenoid dermatitis was, according to the patients' history,
the appearance of red patches or small blisters or both types of lesions on the
dorsal surface of the hands or feet. The lesions itched, usually began to ooze,
and frequently became secondarily infected. With outpatient treatment, the
lesions would either heal, perhaps only to recur in a few weeks or months, or the
lesions might remain stationary for from one to two months to as long as twelve
or eighteen months. At the end of this time, extension of the lesions to other
body areas occurred, in many cases with increase in their severity. Usually the
skin lesions did not appear until an individual had ben in the New Guinea area
for three to twelve months, or longer. The appearance of the lesions on the
dorsal surfaces of the extremities is one of the characteristics of this disease, and
the location and appearance of some of the lesions may sometimes resemble
pellagra clinically.
The erythema, vesicles, edema and patchy oozing dermatitis of the extremities
often spread to involve the legs, thighs, forearms, arms, neck, face and trunk, in
the order named. Some cases developed involvement of only a few of these areas,
while others progressed to generalized involvement. Early in the disease, the
symptoms were similar to a dermatitis venenata or acute eczematous type of
dermatitis. However, after the initial eruption, the type of lesions varied, and
three distinct types of morphologic entities were found to develop.
1. Eczematoid dermatitis. In about 50 per cent of the cases the acute, eczema-
tous early dermatitis continued in the form of a subacute or chronic, patchy,
lichenified, erythematous dermatitis, involving not only the dorsal surfaces of
the extremities, but often large areas of the trunk, or even the entire body surface.
This lichenoid dermatitis resembled eczema clinically and had both moist oozing
edematous phases, as well as dry, scaling lichenified phases. In about 5 per cent
of cases, a severe, persistent, generalized exfoliative dermatitis appeared, and in
some of these cases death occurred. The name, eczematoid dermatitis, was
given to this phase of the disease because clinically its symptoms resembled
eczema or atopic dermatitis (fig. 1).
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2. Lichen planus-like cases. After an eczematoid type of onset, about 30 per
cent of all cases developed violaceous, macular, papular and nodular lesions
of varying sizes and shapes scattered in localized areas or generalized in char-
acter. The lesions clinically resembled a severe hypertrophic type of lichen
planus. The papules were glistening, flat-topped and umbilicated, and had a
Fro. 1. ECZEMATOIIJ DERMATITIS
violaceous hue. Some of the nodules were superficial and some were deep-
seated. Some of the lesions presented a verrucous appearance. Mucous mem-
brane lesions, consisting of white lace-like patches in the oral cavity were often
present, as well as violaceous pigmentation of the hard palate. The lichen
planus-like cases had marked patchy pigmentation of a violaceous nature. Even
after recovery from the acute lesions, the pigmented spots persisted for 12 months
or longer. About 5 per cent of the lichen planus-like cases developed a severe
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generalized exfoliative dermatitis with generalized violaceous pigmentation; or at
times, black or brown or gray pigmentation occurred. These pigmentations
sometimes involved the entire skin surface, or were scattered in patches on the
skin over the entire body, presenting a picture of non-pigmented areas alternating
with pigmented areas. The pigment is believed to be melanin or one of its
derivatives (fig. 2).
3. Mixed cases. About 20 per cent of all cases showed both eczematoid and
lichen planus type lesions, side by side in the same areas after a preliminary
eczematoid phase. Here again exfoliative dermatitis occasionally supervened
(fig. 3).
FIG. 2. RESIDUAL PIGMENTATION FOLLOWING LICHEN PLANUS-LIKE ERUPTION
In all three morphologic types, a common eczematoid form of onset was pres-
ent. All three types involved either localized areas of the body of varying extent,
or were generalized. Each type could be classed as mild, moderate or severe,
depending on the degree of severity of the lesions. All types had in common
the persistence of the lesions and their resistance to all ordinary therapeutic
measures.
4. Exfoliative dermatitis. In all three morphologic types of lichenoid derma-
titis, exfoliative dermatitis occurred in about 5 per cent of cases. The exfoliative
process in severe cases resembled that seen in post-arsphenamine dermatitis,
with an acute, edematous, exfoliative generalized dermatitis, constant scaling
and loss of hair and nails; fever and chills, marked emaciation and dehydration
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were also usually present. Some of these cases were seriously ill, and had second-
ary infection of the skin with fever and toxemia (fig. 4). Milder cases of ex-
foliative dermatitis were seen, and in some cases, a superficial exfoliation was
present in localized areas.
5. Nail changes. About 30 per cent of all cases of lichenoid dermatitis had
varying degrees of nail changes. Some or all of the finger and toe nails showed
degenerative changes, such as white, yellow or gray discoloration, pitting, shed-
ding of the nail plate, crumbling of the nail superficially and proximally, but
rarely distally.
FIG. 3. MIXED TYPE
6. General findings. All cases of the dermatosis occurred in individuals who
had been taking atabrine from 3 to 24 months continuously in daily dosage of
0.2 grams.
All had lost from 10 to 50 pounds in weight, were living on K or C rations, or
native fruits for months at a time under outdoor field conditions in the jungle,
and were exposed to tropical sunlight for long periods. Many individuals had
recurrent episodes of malaria, and a few had dysentery and dengue fever. All
individuals had had very little fresh fruits, fresh vegetables or fresh meat. Treat-
ment overseas, which consisted of standard lotions, compresses, pastes, baths,
ointments, soaks, ultra-violet and x-ray therapy, usually was unsuccessful, and
the patients were evacuated to the United States.
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Laboratory findings disclosed a high percentage of eosinophilia, being from 5
per cent to 20 per cent in two-thirds of the cases. A microcytic hypochromic
type of anemia was present in varying degrees in about two-thirds of all cases,
Fm. 4. GENERALrZED EXFOLIATIVE DERMATITIS
there being usually two and one-half million to three and one-half million red
blood cells in most of the cases having anemia. White blood counts were ele-







infection was present. Marked elevation of the white count was present in the
severe exfoliative cases. Urines and Kahn tests were normal usually. In the
exfoliative cases, reversal of the serum albumin globulin ratio often occurred.
Blood chemistry studies of nonprotein-nitrogen and blood sugar gave normal
findings. All cases had skin scrapings taken for fungi, and direct examination in
10 per cent potassium hydroxide; these, as well as cultures on agar, malt agar,
wort agar and Saboraud's medium disclosed no evidence of fungous infection in
any of these cases after their arrival in the United States. Scrapings of the nails
were taken in most instances, and disclosed only occasional cases of onychomy-
cosis, the nail changes apparently being part of the skin disease.
ETIOLOGY
The pathogenetic mechanisms of lichenoid dermatitis are not yet entirely clear.
Investigation of cases for bacteria and fungi disclosed no organisms present. A
virus as a cause still has not at this writing been fully investigated. Atabrine
(3, 4) is now believed to be the principal cause of lichenoid dermatitis, since all
cases were taking prophylactic anti-malarial dosage of atabrine daily for months
and even for several years in the South Pacific area.1 Naval units ashore taking
atabrine developed the dermatosis, while those at sea in the New Guinea area and
not taking atabrine, did not. Even though atabrine is discontinued, however,
the dermatitis often persists for months. This may indicate slow elimination
of the drug from the skin, or that the drug weakens the resistance of the skin,
causing prolongation of the disease after it has gained a foothold; or it may indi-
cate that other factors plus atabrine or factors other than atabrine are strongly
contributory to lichenoid dermatitis. Hypersensitivity to sunlight has been
considered a factor either alone or in conjunction with other factors. A few
cases of lichenoid dermatitis have shown exacerbation of their lesions in the
United States if exposed to sunlight for more than a few minutes.
The question of the heat and the humidity of the tropical area being contribu-
tory factors is to be considered, although these are probably secondary factors.
Diet has been considered a possible factor, because the men affected were living
on K and C rations and native tropical foods without fresh meat, vegetables or
fruits for months at a time. This, plus the pellagra-like appearance of many
lichenoid cases led Bereston and Cheney (2) to study this problem by dividing a
series of lichenoid cases into nearly equal groups, and treating both groups the
same with external dermatological care, but giving one-half the cases Vitamin B
complex in large daily dosage. In most cases of the mild and moderate type,
those cases receiving B complex recovered faster (one-third shorter hospitaliza-
tion) than those not receiving it, but the severe cases were unaffected by B
complex administration. Contact dermatitis due to plants, trees or other en-
vironmental factors, has been considered a possible trigger mechanism, but at
this writing, no particular allergen has been discovered. Psychogenic factors in
lichenoid dermatitis have been mentioned in view of the isolation, difficult living
1 Moreover, Bianco, Sulzberger and others have shown that atabrine causes exacerba-
tions, flare-ups and recurrences in many cases.
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conditions and the tension of jungle war-fare. However, no definite psycho-
genic basis has as yet been determined.
Thus, while the actual mechanisms of causation of lichenoid dermatitis are
unknown at this time, the weight of all the evidence favors atabrine as a cause.
DIAGNOSIS
The diagnosis of lichenoid dermatitis generally offered no particular difficulty
since the geographical origin of the disease, the well-defined clinical findings of
lesions of an eczematoid type, lichen planus-like type, or both types together,
or an exfoliative dermatitis, the absence of fungi in the skin scrapings, the pro-
longed course of the disease, and its failure to respond to ordinary treatment all
lead one to the correct diagnosis. The eczematoid type may need to be differen-
tinted from a fungous infection by skin scrapings, and the exfoliative dermatitis
may require differentiation from other erythrodermas by means of the history
and clinical picture. Ordinary atopic dermatitis presents a clinical picture quite
different from the eczematoid phase of lichenoid dermatitis, particularly in regard
to distribution. Atopic dermatitis appears chiefly in flexoral areas, and eczema-
toid phases of lichenoid dermatitis is chiefly seen on the dorsal surfaces of the
extremities. Ordinary hypertrophic lichen planus would be difficult to differen-
tiate from the lichen planus-like type of lichenoid dermatitis except from the
history.
TREATMENT
The treatment of lichenoid dermatitis follows conventional dermatological
procedures: Colloidal baths in the generalized phases of the disease; warm boric
or 1—5000 potassium permanganate compresses once or twice daily for thirty
minutes to an hour in the acute vesicular, edematous and oozing phases; Lassar's
paste and oily emulsions such as calamine liniment in the subacute phases; bland
ointments such as boric ointment, lanolin, 1-2-3 ointment in the dry, scaling,
erythematous and exfoliative phases. The simple mild remedies were found
most effective. Strong or irritating drugs in any form were found to do little
good and often aggravated the condition. Tars in particular such as oil of Cade
and liquor carbonis detergens even in 1—2 per cent concentration often caused
flare-ups. However, crude coal tar ointment (2—5 per cent) in the chronic
lichenifled phases was of some value in causing resolution of the lesions.
In cases with secondary infection, warm boric acid compresses twice daily,
penicillin ointment (250 units per gram), and penicillin intramuscularly were
almost always effective in controlling the infection. The penicillin was given in
dosage of 20,000 units every three hours for five doses daily and continued for
five to fifteen days, the duration varying in different cases. In some cases, the
microorganisms causing the secondary infection were penicillin resistant, and
here ammoniated mercury ointment applied locally often helped where penicillin
failed. X-ray therapy in dosage of 100 to 150 r units, unfiltered, administered
weekly by fields to affected areas and continued until 450 to 600 r units were
received was of definite value in subacute and chronic lichenified lesions. In the
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lichen planus-like type, such treatment caused resolution of the nodules. Pru-
ritus was relieved considerably by x-ray therapy. In extensive cases where
generalized x-ray therapy by fields was employed, a complete weekly blood count
was obtained, in order to discover a possible leucopenia. In the acute edematous
lesions, x-ray therapy was found to cause flare-ups and was therefore omitted in
such cases until the acute phase had subsided.
In the generalized, severe exfoliative dermatitis group, penicillin intramuscu-
larly in dosage of 100,000 units daily for several weeks caused clearing of second-
ary infection and return of temperature to normal. Small repeated blood trans-
fusions of 250 to 500 cc produced more rapid recovery by helping to combat
secondary anemia by replacing diminished serum proteins and by acting as a
stimulant. Plasma also was administered in small repeated amounts.
In the lichen planus-like group, bismuth subsalicylate in oil, intramuscularly,
scemed to be of little value even if carried on for eighteen or more injections.
Vitamin B complex therapy in addition to conventional dermatological ther-
apy hastened recovery and shortened hospitalization by one-third in mild and
moderate cases according to Bereston and Cheney (2). Their treatment con-
sisted of thiamine (5 mg twice daily), yeast tablets (3 grams daily), an ampule
of riboflavin (5 mg) and nicotinic acid amide (200 mg, (Lilly) daily intramuscu-
larly, liver extract intramuscularly (Lederle concentrate, 10 units per cc.) 2 cc.
three times weekly, raw liver (100 grams daily) specially prepared by the dieti-
cian to make it palatable. The location, distribution and appearance of lesions
in the lichenoid cases was sometimes reminiscent of pellagra, and the lack of
fresh meat, fruits and vegetables in the diet of these individuals led Bereston and
Cheney to suspect that B complex deficiency might be contributory to the
dermatitis. Greater body requiiements of B complex, diminished intake of B
complex by eating inadequately or greater elimination of B complex in the tropi-
cal environment might create a B complex deficiency in the body.
Patients were instructed to avoid prolonged exposure to sunlight, as exacerba-
tions and recurrences of lesions developed on exposed areas of the body in some
cases after sun exposure. Patients were told to avoid strong soaps or medicines
of any kind.
Removal of the patient from his tropical environment was essential to his
recovery. Many cases recovered enroute to the United States as soon as their
ships left the South Pacific area.
PROGNOSIS
The prognosis for life is excellent in lichenoid dermatitis. The prognosis for
permanent cure is as yet somewhat uncertain in view of the fact that most cases
have not been followed longer than twelve to eighteen months, and the full
extent of recurrences or residual defects is as yet unknown. Of the 200 cases
observed in a period of 18 months, not one died; and of the entire group, 190 cases
cleared completely and were returned to limited military service in the conti-
nental United States where they would be insured protection against the possi-
bility of recurrence in an overseas tropical theater of war. None of these cases
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were followed after they left the hospital. Ten cases were given medical dis-
charges from the Army because of residual lesions. Average hospitalization was
4 to 6 weeks for mild cases, 6 to 8 weeks for moderate cases and 12 to 16 weeks
in severe cases. Several of the most severe cases required more than 6 months
hospitalization before recovery. Mild and moderate cases treated with Vitamin
B complex required, on the average, one third less hospitalization, while severe
cases were unaffected by Vitamin administration. Mild relapses and recurrences
of the lesions were frequent in the first few weeks or months of hospitalization
in the TJnited States, and severe set-backs occurred if the patient remained in
New Guinea. However, once back in the United States, recurrences and re-
FIG. 5. HISTOPATHOLOGY OF ECZEMATOID TYPE
lapses diminished the longer the patient was in the United States. Residual
violaceous and brown patchy pigmentation following the lichen planus-like
and exfoliative types of lichenoid dermatitis persisted for at least twelve months
and even longer. The question of relapses in years to come must be considered,
although only time will divulge their extent and frequency.
HISTOPATHOLOGY
The histopathology of lichenoid dermatitis compiled from fifty typical cases
follows. In the eczematoid type, there is acanthosis and parakeratosis and di-
lated follicles plugged with keratin. The acanthosis is pronounced in some
cases with considerably thickened and elongated rete pegs with rounded bases.
The resemblance to psoriasis histopathologically is evident in these cases. With
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of the process, being marked in acute cases and less pronounced in the subacute
and chronic cases. In some of the acute eczematoid cases, the basement mem-
brane is difficult to see. In many eczematoid cases, the acanthotic rete pegs are
sharp pointed or "saw toothed," which is the appearance of the pegs in ordinary
lichen planus. There is edema of the papillary portion of the corium, dilatation
of capillaries in this area, a well demarcated infiltrate in the upper or papillary
portion of the corium. The edema and capillary dilatation are more apparent
in the acute cases. The infiltrate consists chiefly of round cells accompanied by a
few plasma cells, and endothelioid cells are also present. (See fig. 5).
FIG. 6. HISTOPATHOLOGY oi' LICHEN PLANUS-LIKE TYPE
In the lichen planus-like cases, there is acanthosis, characterized in most
instances by "saw toothed" rete pegs but in others by long "test tube" like
elongations with rounded ends. Intercellular and intracellular edema is present.
The rete pegs are also thickened. There are dilated follicles plugged with
keratin. The basement membrane appears indistinct due to the edema. There
is an edema of the papillary portion of the corium with dilated capillaries. There
is a cellular infiltration in the papillary portion of the corium which is composed
mostly of lymphocytes, a few eosinophiles, plasma cells and epithelioid cells.
The infiltration is limited to the papillary portion of the corium.
The mixed type presents a variable histopathological picture which in some
cases resembles the eczematoid and in others the lichen planus type.
In the exfoliative dermatitis phase of lichenoid dermatitis, the histopathological
picture shows parakeratosis with exfoliation, acanthosis of marked degree with
thickened, elongated rete pegs. The pegs resemble "test tubes" and have
r 
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rounded ends. There is edema of the papillary portion of the corium as well as
intercellular and intracellular edema of the epidermis. Capillaries are dilated
in the papillary area of the corium, and there is present an infiltration composed
of lymphocytes chiefly and a few plasma cells. The infiltrate is perivascular in
many cases. (See fig 7.)
The findings in all types of lichenoid dermatitis show certain basic charactel
istics in common. The parakeratosis, the acanthosis with "saw tooth" or "test
tube" type rete pegs, the dilated follicles plugged with keratin, the intercellular
and intracellular edema, the disappearance of the basement membrane, the
edema and dilated capillaries of the papillary portion of the corium, the well
FIG. 7. HISTOPATHOLOGY OF EXFOLIATIVE TYPE
demarcated lymphocytic infiltrate located in the papillary area show the rela-
tionship of all the clinical types. The degree of these findings depends on the
acuteness of the skin lesions. The histopathological picture resembles lichen
planus most closely although the elongated "test tube" like rete pegs and para-
keratosis resemble psoriasis to some extent.
DISCUSSION
Lichenoid dermatitis is a dermatological syndrome first encountered among
personnel in the Southwest Pacific War Theater and later in other areas where
atabrine was given as a malarial prophylactic. The following facts are deiived
from a study of 200 consecutive cases. Three distinct clinical types of lesions
were observed. All three had a common origin. All three types began with
erythema, edema, pruritus and vesicles usually on the dorsal surfaces of the
upper or lower extremities. The moist exudative phase was followed in a few
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weeks or months by three distinct clinical types of lesions: Eczematoid, lichen
planus-like and mixed types. The eczematoid type was the most common and
consisted of erythematous, macular, moist or dry scaling patches of dermatitis.
These involved the dorsal surfaces of the extremities in mild and moderate cases
but in severe cases involved large areas of the body and often became generalized.
The lichen planus-like type consisted of violaceous macules, papules and nodules
with intense violaceous and brownish-blue pigmentation involving localized
areas of the extremities or the entire body. Mucous membrane lesions char-
acteristic of ordinary lichen planus were often seen in this type. The mixed
type consisted of both eczematoid and lichen planus-like type lesions in the same
individuals. Pruritus was common to all three types. All three types often
developed into a generalized exfoliative dermatitis of serious and severe pro-
portions.
The question of whether the eczematoid and lichen planus-like types of lichen-
old dermatitis represent different clinical manifestations of the same disease
entity of whether they may be separate diseases must be considered. The fact
that in both types the manner of onset and the location of the lesions at the onset
on the dorsal surfaces of the hands or feet tends to place both types within the
same disease entity. The lengthy duration of both types, their resistance to
orthodox treatment, the tendency for some cases of both types to go on to ex-
foliative dermatitis, are all further points in favor of their being different mani-
festations of the same disease, which we here call "lichenoid dermatitis." The
histopatbologic picture of both types of lesions discloses marked similarity:
Acanthosis of great proportions with "saw tooth" or "test tube" like elongation
of the rete pegs, intercellular as well as intracellular edema, loss of the basement
membrane, an edema of the papillary region of the corium, dilated capillaries, an
exudate, chiefly lymphocytic in character located in the papillary portion of the
corium and marked around the dilated capillaries. The histological picture
resembles ordinary lichen planus most closely, and the similarity of the histo-
logical findings in both the eczematoid and lichen planus-like types of lichenoid
dermatitis lead to the conclusion that they are merely different phases of the same
disease entity. The nodular character and violaceous pigmentation of the
lichen planus-like type of lichenoid dermatitis is a strange contrast to the cry-
thematous macular lesions of the eczematoid type. However, it is possible that
in certain individuals or under certain conditions as yet unknown the disease
may manifest itself as one of the two types. The presence of a mixed type, with
both eczematoid and lichen planus like lesions side by side in the same individual
lends support to the idea that we are dealing with one disease and not two. The
fact that lichenoid dermatitis appears only in the geographical environment of
the tropics also is a point in favor of a common origin for both types of lichenoid
dermatitis.
From the standpoint of mechanism, our knowledge is as yet incomplete.
Here is a disease occurring in the tropics, having an eczematoid type of onset,
usually on the dorsal surfaces of the extremities in individuals who are in a
tropical environment for the first time in their lives. These individuals are
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perspiring much more than they usually do in the United States. They live
under jungle conditions, often including exposure to plants and insects. Their
diet is limited to C and K rations for months at a time. They often do not
eat their rations completely nor supplement their diet with native fruits. They
do not eat fresh fruits, vegetables or meat for many months. Most affected
individuals have taken 0.2 grams of atabrine daily for malarial prophylaxis for
months on end. They lose from ten to fifty pounds of weight in a few months
time. Many are exposed continuously to tropical sunlight. They live under
continuous nervous tension. Bacteriological and mycological studies so far
disclose no bacteria or fungi which cause the disease. Complete virus studies
have not as yet been made. Contact factors such as plants or trees in the
New Guinea area have been studied, but no definite conclusions have yet been
reached. Investigation of atabrine tends to show that it plays a definite role
in the production of the disease, but evidence indicates that like in most other
drug eruptions, the drug is not the only factor concerned. Photosensitivity
may be a factor. Dietary deficiency studies are as yet incomplete, but ad-
ministration of Vitamin B complex, liver, etc., has been reported to cause more
rapid healing of these cases. The moisture, humidity and heat of the tropics
are no doubt secondary aggravating factors. That lichenoid dermatitis may be
influenced by psychic mechanisms must be considered, as the life of the soldier
in the tropics is most difficult and tension is great; however, no definite evidence
points to a psychogenic causation.
The treatment of lichenoid dermatitis is purely symptomatic for the most part:
Colloidal baths, compresses, lotions and soaks in the acute edematous phases;
calamine liniment, Lassar's paste and lanolin, 1-2-3 ointment, in the subacute
phases; bland ointments such as boric ointment, lanolin, or ointments containing
low concentrations of coal tar in the chronic phases. X-ray therapy in dosage
of 150 r units unfiltered weekly for four weeks is of definite value in the chronic
and also subacute phases. X-ray therapy relieves the itching and causes resolu-
tion of the lichenifled and nodular lesions. All generalized phases were relieved
by colloidal baths regardless of whether the condition was acute, subacute or
chronic. Bismuth subsalicylate in oil was of no value in the lichen planus type.
Penicillin ointment, 250 units per gram, and penicillin intramuscularly in dosage
of 20,000 units every three hours, five times a day, for five or ten days were useful
in clearing up secondary infection when present. Repeated blood transfusions,
plasma and intravenous fluids were of value in severe exfoliative cases. Large
doses of Vitamin B complex is reported to hasten recovery of the skin in these
cases. The lesions should not be kept covered as they heal more rapidly when
exposed to the air. Secondary infection is also prevented by leaving lesions
uncovered. Irritating drugs are contraindicated as they aggravate the condition.
The outlook for life is excellent in all cases except the severe exfoliative ones
and if these patients are evacuated rapidly from the tropics, they also usually
recover. Evacuation of all moderate and severe cases is essential for rapid
recovery. All patients recover in the United States, although some have had
recurrences for many months. A few severe cases have taken more than 6 or
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8 months to recover in the United States, but most cases are ready to return to
limited duty in from 6 to 12 weeks.
SUMMARY
So-called "Lichenoid dermatitis" is a chronic dermatosis, occurring among
personnel stationed in the South Pacific area and other areas where atabrine is
administered in relatively large amounts for long periods of time. It begins
with eczematous lesions on the dorsal surfaces of the extremities, which soon
develop into either chronic eczematoid lesions, lichen planus-like lesions, or both
types of lesions. In some cases large body areas or even the whole body surface
becomes involved. Any type may go into a generalized exfoliative dermatitis.
The principal cause of the condition is held to be atabrine, although dietary
deficiency, climatic and other environmental factors and photosensitivity may
play important roles. The dermatosis is easily diagnosed from its clinical ap-
pearance, its history of drug administration, and its characteristic histopathol-
ogy, which resembles lichen planus chiefly, and to a lesser degree, psoriasis.
The prognosis for life and for cure of the acute lesions is excellent, provided the
patient is evacuated from the tropics. The treatment is symptomatic derma-
tological care, except that large doses of Vitamin B complex are reported to
hasten healing. The disease generally clears up in 6 to 12 weeks after evacua-
tion to the United States.
(246 Eutaw Place).
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